Abstract Guangzhou, one of China's largest cities and a main trading port in South China, has attracted many African businessmen and traders migrating to the city for financial gains. Previous research has explored the cultural and economic roles of this newly emerging population; however, little is known about their health care experiences while in China. Semi-structured interviews and focus groups were used to assess health care experiences and perceived barriers to health care access among African migrants in Guangzhou, China. Overall, African migrants experienced various barriers to accessing health care and were dissatisfied with local health services. The principal barriers to care reported included affordability, legal issues, language barriers, and cultural differences. Facing multiple barriers, African migrants have limited access to care in Guangzhou. Local health settings are not accustomed to the African migrant population, suggesting that providing linguistically and culturally appropriate services may improve access to care for the migrants.
Introduction
According to the International Organization for Migration, the number of international migrants worldwide increased from 76 million to 214 million between 1960 and 2010 [1, 2] . With increasing numbers of people on the move, international migrant health has become a key global public health topic [1, 3] . Subsets of international migrants are at an increased risk of morbidity and mortality because of the lack of resources to seek care early in the disease process [3] . Access to high-quality health care remains a fundamental problem for international migrants. They encounter a number of barriers, which include language difficulties [4] [5] [6] , cultural differences [4, 7] , economic barriers [5, 7] , legal problems [8, 9] , and social isolation [5, 6] . A majority of the migrant health research has been focused in Western settings; little is known about how international migrants access health services in Asian countries [10] . However, the trend of globalization in Asia is now providing opportunities for such research, enhancing our understanding of the dynamics of international migration.
In China, the number of international migrants residing in the mainland increased from 20,000 in 1980 to nearly 600,000 in 2011 [11] . The foreign population in China today is not only limited to businessmen from high-income nations, but also includes a growing number of people from low and middle-income nations, including African nations [12, 13] . China is now the leading trade partner with Africa, with a total trade volume exceeding $120 billion US dollars in 2010 [14] and a recent $20 billion US dollars loan pledge to several African nations [15] . China has become increasingly diverse as a result of the growing links with African countries. These changes are particularly apparent in the city of Guangzhou, the capital city of South China's Guangdong Province.
Guangzhou, a key national trading hub and trading port in South China, has attracted many small-time entrepreneurs and traders from African countries migrating to the city for financial gains [12] . Since 2003, the African population has been increasing at annual rates of 30-40 percent in the city of Guangzhou [12, 13] . There are now at least 20,000 legal African residents, and an unknown number of illegal residents and short-term visitors residing in the city [13] . They are predominantly businessmen, students, and English teachers [12] . The high number of African migrants has led some Chinese to dub some areas of the city as ''African Town'' or ''Chocolate City'' [12, 16] . Previous research has explored the cultural and economic roles of this newly emerging population [12, 16, 17] ; however, few studies have examined their health care experiences while in China. Thus, the aims of this study were to assess health care experiences and perceived barriers to health care access among African 1 migrants in Guangzhou, Guangdong Province, China.
Theoretical/Conceptual Framework
This study is based on an integrative framework informed by the Socio-Ecological Model [18] and Andersen's Behavioral Model of Health Services Utilization [19, 20] . The Socio-Ecological Model examines the relationship between health behaviors and interpersonal, organizational, community and policy levels [18] . This model recognizes the various levels of influence; however, it does not necessarily specify the social constructs of health care access. The Andersen's Behavioral Model of Health Services Utilization conceives of health service access and use as a function of predisposing factors, enabling factors, and need factors. Predisposing factors refer to socio-cultural characteristics of individuals that exist prior to their illness.
Enabling factors refer to the logistical aspects of obtaining care, which are the personal, family, and community resources that facilitate or hinder an individual's ability to obtain health care. Need factors refer to the perception of need for health services, whether individual, social, or clinical. These three factors determine and influence an individual's decisions about health service use and their satisfaction with health services [19, 20] . Integrating the two models into one conceptual framework provides a useful basis to assess barriers to health services among African migrants (Fig. 1) .
Methods
With limited research on this topic and exploratory in nature, this study employed a qualitative study design to understand African migrants' experiences of using a health service and how they perceive their access to health care in Guangzhou. Inclusion criteria for this study included individuals who were originated from an African country and 18 years of age or older. Given the high levels of linguistic diversity in African countries, English language proficiency was required because the study was carried out in English. Each participant provided verbal consent, and was offered a meal in exchange for their participation in this study. The study protocol was approved by the Institutional Review Board of the Guangdong Provincial Centre for STI and Skin Diseases Control and the University of Hong Kong.
Participants were recruited through a convenience sampling method within local community-based organizations. Community leaders from the two largest African organizations in Guangzhou invited their members to a recruitment meeting. A total of 38 members attended the meeting and those willing to participate in the study provided contact information. Twenty-five semi-structured interviews were conducted in July 2011. In addition, two focus groups, with five males and five females each, were organized. To gain multiple perspectives on health care experiences, participants who completed the semi-structured interview were not part of the focus group. Our semi-structured interview guide was adapted from an interview guide developed by Harari et al. [5] and modified based on feedback from community leaders. The interview focused on the following questions: (1) What are your health care experiences in Guangzhou and how do you compare the experiences to those in your native country? and (2) What are the main challenges you face to accessing health care in Guangzhou? Semi-structured interviews occurred at locations preferred by the interviewees, such as restaurants or work offices, and lasted about 30-60 minutes. Focus groups followed an interview guide similar to the semi-structured interviews, and lasted approximately 50-60 minutes. All semi-structured interviews and focus groups were audio-recorded and transcribed verbatim.
A team of five researchers was involved in the data analysis. An initial coding scheme was developed based on the integrative framework noted above. Two researchers used open coding in the multiple readings of the transcripts to identify main overarching barriers raised by participants themselves. These barriers were first coded into generalized categorical themes by levels of the integrative framework. Common sub-themes, if any, were identified within each categorical theme. All data were double coded and compared by each team member coding independently to ensure coding consistency. Team members, including the principal investigators, met biweekly to discuss coding discrepancies, review each code and definition in the codebook, and reach a consensus on new coding that needed to be identified. A total of eight main categorical and 15 sub-categorical themes were finalized by the team members ( Table 1) . The team coded all transcripts using MAXQDA 10 software [21] .
Results
Demographic characteristics of all participants (N = 35) are summarized in Table 2 . Approximately 71 percent (n = 25) were male, and 64 percent (n = 16) were married. The mean age of the participants was 33.7 years (standard deviation = 3.1). Most participants originated 
Predisposing Factors

Race
Sixteen participants (45.7 %) reported experiencing forms of racial discrimination at local health services. Eight participants felt that Chinese doctors considered Chinese culture superior to African culture and Chinese patients were given priority and received preferential treatment: ''The way the doctors attend to Chinese is not gonna be the way they attend to Blacks because we are foreigners. They believe Chinese first and every other person follows.'' (Male, businessman, Nigeria, Interview 5) Three participants reported that Chinese doctors associated negative elements, such as drugs, illegal status and HIV, with African patients. They commented that Chinese doctors refused to touch them because they were afraid of being ''infected with African diseases'' and African patients were ''expected'' to have an HIV test even when they did not request for a testing.
Cultural Norms and Health Beliefs
Fifteen (42.9 %) participants expressed that the medical practices in China were incongruent with the health beliefs and practices in their home country. It was observed that Chinese doctors put patients on intravenous drips regardless of any diagnosed illness. Such practice was uncommon in the participants' home country: ''All the treatment that they give here is to put you on drips; everybody is almost the same way 
Enabling Factors
More specific sub-themes emerged at the individual, interpersonal and organizational levels, and are discussed below.
Individual Level
Affordability Fifteen participants (42.3 %) cited that the health care costs in Guangzhou can be so high as ''to put you out of business.'' Participants delayed seeking health care or had to terminate medical treatments because they could not afford them. Nine participants reported that they needed to pay a deposit before getting seen by a doctor or receiving a treatment. The amount of the deposit varied, depending on circumstances, which ranged from 1,000RMB (approximately US$150) to 12,000RMB (approximately US$1,900). Legal Status Ten participants (28.6 %) reported that not having a visa or residential permit hindered them from seeking health care due to fear of prosecution or deportation. Seven participants reported that Chinese hospitals would not treat international patients if they failed to show 
Interpersonal Level
Language All participants reported that language barriers were the main obstacle to access health services in China. They stated that most of the doctors in Guangzhou only spoke Chinese, and they had difficulty communicating with the doctor during their medical visits: ''I don't understand what the doctors were saying because everything was in Chinese.'' (Female, student, Sierra Leone, Interview 8) Seven participants were able to speak Chinese; however, their proficiency level was only sufficient for daily conversations and business communications, but not for communicating medical concerns. Their limited Chinese proficiency hindered them from understanding basic health information and services needed to make appropriate health decisions: ''I can speak and understand Chinese (…) but something more difficult and more medical and scientific, I don't understand.'' (Male, businessman, Togo, Interview 1). Chinese Doctors' Characteristics Twelve participants (34.3 %) expressed that Chinese doctors did not provide adequate time and information to patients, commenting that the doctors were ''always in haste'' and ''in a rush''. The participants also felt that the doctors were inattentive and disinterested: ''The doctors pretend as if they understand. When you tell them how you feel, they would say, 'okay, okay' just to get rid of them [the patients].'' (Male, businessman, Nigeria, Interview 4) As a result, participants were left confused about the exact diagnosis and treatment after their medical consultation: ''When the [test] result comes out, you don't understand what really happened to you. Only the doctors know. And when they give you drugs, you don't know anything about the treatment.'' (Male, businessman, Nigeria, Interview 4) Five participants described the treatment in Guangzhou as a ''gamble'' after they went through iterative cycles of treatment, which felt like a trial-and-error process.
Ten participants (28.6 %) described that some Chinese doctors focused on generating revenues and neglected caregiving. They stated that Chinese doctors made up illnesses and pushed them to conduct unnecessary tests and treatments. For example, a Malian participant was diagnosed with cancer by a Chinese doctor during her short stay in China and was asked to pay 11,000RMB (approximately US$1,700) to undergo an operation. She could not afford the operation and returned to her own country, where a reexamination showed that the suspected area for cancer was benign. Some participants narrated anecdotes where they were offered a commission from their doctor if they introduced customers to the clinic. Participants also commented that Chinese doctors lacked empathy towards patients: ''The doctors will tell you, 'Go home and die.' What kind of medical ethics is this?'' (Male, businessman, Nigeria, Interview 14).
Privacy Four participants (11.0 %) expressed their frustration that Chinese doctors did not provide adequate privacy during consultations. They recounted that the door to the doctor's office was left opened and other Chinese patients often interrupted the medication examination: One participant felt that doctors in China had little regard for patients' medical privacy and raised concerns about confidentiality of care issues.
Organizational Level
Interpretation and Translation Sixteen participants (45.7 %) complained that Chinese hospitals and clinics did not provide professional medical interpretation services or translated medical information, such as health reports, invoices, and medication labels. Two participants reported that some doctors would use computerized translation tools to communicate with patients: ''Most of the doctors use phone translation or computer translation. Sometimes the translation is not right. And what they give them there is what they're gonna write [on the medical report].'' (Male, businessman, Nigeria, Interview 5) Participants claimed that when a doctor or pharmacist issued a prescription, ''everything [medication label] was in Chinese writing.'' They did not know what medicine they were taking or understood the instructions. Participants also reported that there was a lack of English signage in most hospitals. As such, navigating in Chinese hospitals was a confusing affair: ''Africans don't understand the [Chinese] language (…) you just go to the hospital and follow the queue. And that's it, wherever you end up that's where you end up. You don't know whether seeing a specialist here or a general doctor.'' (Male, businessman, Sierra Leone, Interview 18) Additional quotes can be found in Table 3 .
Discussion
To our knowledge, this is the first study to assess health care experiences and perceived barriers to health care access among African migrants in Guangzhou, China. The primary strength of this study is the use of social theoretical frameworks for examining health care access, and the use of a qualitative study design to generate themes and gain insights into the health care experiences of African migrants. Overall, African migrants experienced various barriers to accessing health care and were dissatisfied with local health services. ''There are some types of sickness we [Africans] have that the Chinese don't have. We have malaria and typhoid, which the Chinese don't know anything about it. When we get a cold in China, the doctors don't know the right prescription to give. They don't know how to treat a cold or pneumonia. One of our people died because of that'' (Male, businessman, Nigeria, Interview 11) ''When I went to a hospital, I spent about four hours waiting. I went up to the counter and found out that they didn't call my name because it's too difficult for them'' (Female, housewife, Ghana,
Enabling factors
Chinese doctors' characteristics ''The doctor will never ask you, 'my friend, how are you feeling?'' They will just rush and rush and ask you to go to this [other lab] and finish'' (Male, businessman, Nigeria, Interview 10)
''There are many hospitals around. However, many people will not even go there when they are sick. They say, 'No, they will tell you something that kills you,' so some people refuse to go to a hospital. ''They make sure that you don't have [any more] money. They rip you off. When they say pay 20,000, you pay, when they say 10,000 you pay. Again, they ask you [to] pay 10,000, may be [before] it took an hour to pay and today it takes 2 days to pay. They know that your money is drying out. They will tell you to go back to your home country because they know your money is finished'' (Male, businessman, Nigeria, Interview 14) In order to organize and categorize the multiple factors which may influence health service access, we applied an integrative framework informed by the Socio-Ecological Model [18] and Andersen's Behavioral Model of Health Services Utilization [19, 20] . The main finding of our study is that a myriad of enabling factors at different levels impede access to health services among African migrants. These factors, for the most part, are consistent with the variables used in the Andersen model [19, 20] . Other factors we noted are unique to the racial and ethnic minority populations [22, 23] .
In the individual level, our data indicated that affordability of medical care and legal status were an issue for health service access. African migrants reported that the high medical costs can act as a barrier, as they led them to delay seeking care. They also reported that lack of legal status can also become a barrier to health care due to fear of prosecution or deportation. These issues are commonly observed among Chinese internal migrants [24, 25] . However, unlike Chinese migrants, there are virtually no social programs in China for international migrants to mitigate their health care cost [26] . Meanwhile, the new ''three illegals'' policy in China on cracking down on foreigners with illegal entry, overstayed visa, and illegal employment [27] , increases the vulnerability of undocumented migrants to lack of access to health services. Hence, it is reasonable to believe that African migrants face a greater difficulty in accessing care than the local migrants due to their foreigner status. In this respect, China can consider following the Europe example of the legislation of the right to health to migrants, irrespective of their status [28] .
In the interpersonal level, African migrants found the Chinese doctors too hurried and not providing adequate information to the patients. They also complained that they were profit-driven and lacked the focus on caregiving, leading the African migrants to mistrust and have a negative perception toward their doctors. These negative perceptions have also been reported by the local patients [29] . The distortion of the doctor-patient relationship is commonly seen in China, and the conflict between doctors and patients was so intense that has resulted in violence incidents involving dissatisfied patients and medical staff [30, 31] . Local medical committee should pay particular attention on how to restore doctor-patient trust.
African migrants indicated that language barriers were the primary barrier to health care access. The lack of professional medical interpretation or translation services in the organizational level created an additional barrier to accessing care. Previous research has reported that language barriers are associated with less understanding of provider's explanation and less satisfaction with health services [32] . This is commonly observed among racial and ethnic minorities seeking health services in the United States and Europe [33, 34] . Addressing language barriers is an obvious means to improve the communication between patients and providers, and thereby to increase access to health care. Professional interpreter services have been shown effective in other context [35, 36] and should be considered in South China. It is also important to note that some African migrants were from non-English speaking countries, and interpretation services in languages other than English may be warranted.
Consistent with the predisposing characteristics in the Andersen model, cultural norms and health beliefs influence perceived need and use of health services [20] . African migrants reported that Chinese doctors were unfamiliar with common diseases in African countries, which led them to be dubious about the skills of the doctors. Certain health practices, such as intravenous drips, commonly used in China are different from the mainstream culture in Western medical settings. Literature has long reported that different health beliefs and practices can act as a barrier to health services [7, 22, 37] . In this regard, Chinese doctors might require training and education to learn about patients' culture in order to respond their varied perspectives and values about health and well-being.
This study has several important limitations. First, this study has limited generalizability to other African migrants in the area or other African communities due to the use of convenience sampling methodology. Second, the self-selection of participants in the study might impose some inherent selection bias. Third, participants with middle or high socioeconomic status were overrepresented in the sample, and therefore our findings do not covey differences in health service use according to social rank groups. Nonetheless, our sample was similar to the distribution of African migrants to China, which largely consists of businessmen [12] . Our sample also lacked the representations from migrants who are non-English speakers. Recommendations for future research include replicating the design of this study with non-English speaking migrants, since they might face even greater difficulty in accessing care in China. Lastly, this study focused on the barriers at the individual, interpersonal and organizational levels of the Socio-Ecological Model. Research assessing the community and policy level of China's health care system might be necessary. Quantitative research on migrant's health behaviors and outcomes, such as personal health practices, perceived health status, and evaluated health status, would also be useful to further explore the health issues among African migrants.
Conclusions
In conclusion, African migrants face a number of barriers and have limited access to health care in Guangzhou, China. These barriers can be broken down through systematic actions at the service delivery and policy-making levels. These include implementation of formal interpreter services and culturally appropriate services at local health services, and establishment of policies that ensure easy and equal access to health care for international migrants.
